EHA and ESMO recently agreed to collaborate in the production of European Guidelines for different hematological malignancies. As a first step, a number of completed guidelines have been reviewed by the corresponding EHA Scientific Working Groups in a standardized review process.

The ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up for Hodgkin lymphoma (HL) released in the mid of 2018 in accordance with the ESMO standard operating procedures for Clinical Practice Guidelines development,[@R1] represents an example of this collaboration and have been recently endorsed by the EHA Lymphoma Group (LyG).[@R2]

HL is a highly curable disease by current treatment modalities with a reported 5-year survival of 90% in 2015 in the United States.[@R3] However, if we consider that in HL survivorship starts with initial treatment selection, the availability of recommendations prepared by experts in the field represent a relevant support for decision making in the daily practice.

The ESMO for HL guidelines were based on results of studies whose results were available in 2018 and provided robust recommendations regarding treatment strategies designed on PET based staging and early response assessment.[@R4] In the past 2 years, some new data emerged which we will discuss in this editorial.

When deciding on optimal treatment it is important to allocate patients in the appropriate risk group according to the EORTC/LISA or the GHSG criteria.

For patients with limited or intermediate-stage disease, combined modality treatment consisting of a brief chemotherapy (ChT) followed by radiation therapy (RT) is still the standard approach, also in case of PET guided approach.[@R5][@R6]

Advanced-stage HL is usually treated with systemic treatment, additional RT is confined to approximately 10% of patients with residual disease after systemic treatment.[@R7][@R8]

Patients ≤ 60 years may be successfully treated with either ABVD (6 cycles) (adriamycin, bleomycin, vinblastine, dacarbazine) or escBEACOPP (4-- 6 cycles) (escalated bleomycin, etoposide, Adriamycin, cyclophosphamide, Oncovin, procarbazine, prednisone). New data indicate that 6 cycles of AVD + brentuximab vedotin (BV) (with obligatory G-CSF support) represent a third opportunity with efficacy and toxicity intermediate between ABVD and eBEACOPP.[@R9] ABVD represents the standard of care for older HL patients who are fit enough for doxorubicin containing regimens, but patients older than 65 to 75 should not receive more than 2 cycles of bleomycin due to increased severe lung toxicity.[@R10] Concomitant administration of AVD+BV is too toxic in this patient population, but interesting results can be achieved with sequential administration.[@R11]

High dose chemotherapy (HDCT) followed by autologous stem cell transplantation (ASCT) represents the treatment of choice for fit patients with refractory/relapsed HL,[@R12] with BV and antiPD-1 antibodies proposed as options in patients failing ASCT.[@R13][@R14] Recently, published phase 2 studies suggest that addition of BV to HDCT is feasible, possibly resulting in ≈15% more PET negative remissions and 2 to 3 year event-free survival, than chemotherapy alone.[@R15]

Hopefully some of the many recent trials exploring new regimens like antiPD-1 antibodies plus AVD in first line,[@R16] as well as better tools for response-adapted treatment or new molecular prognostic markers able to more precisely identify the high risk population, will further improve the efficacy and safety of treatment of HL.
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